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Chapter 1 - Problem Area 
 
This project report investigates how the label ‘illegal’ affects undocumented1 
immigrants’ access to social rights in a universal welfare state. This is undertaken by 
exploring the case of undocumented migrants’ access to the healthcare system in 
Denmark. According to the Danish Health Act2 (DHA), the aim of the Danish healthcare 
system is to promote the population’s health as well as prevent and treat sickness, 
suffering and functional limitation for the individual (Ministeriet for Sundhed og 
Forebyggelse 2014: §1). The DHA further establishes that treatment is free of charge for 
all with residence in Denmark and that people without residence only have access to 
emergency care (cf. Ministeriet for Sundhed og Forebyggelse 2014: §80; §81). 
 
The World Health Organisation (WHO) argues that “[n]ational health-care plans often 
discriminate against temporary migrants… and especially undocumented ones by 
making only emergency care available for non-citizens.” (WHO 2003: 21). As seen 
above, the DHA grants undocumented migrants living in Denmark limited access to 
healthcare, by merely granting access to emergency care. However, this access cannot 
be taken as de facto access, Hansen (2005) argues. To explore this further she 
introduces the notions of formal and informal access to healthcare (ibid.: 20-21). She 
argues that not only formal barriers (e.g. the DHA) but also different informal barriers 
affect access to healthcare for undocumented migrants. Informal barriers are “…not 
caused by official law or policy but by a number of forces external and internal to the 
individual immigrant such as lack of information on where to obtain health services or 
fear to seek out health services because of immigration status.“ (Hansen 2005: 20). The 
access to healthcare for undocumented migrants is thus complex and determined by an 
interplay between formal and informal barriers. 
 
However, based on the findings of a recent Swedish study by Wahlberg et al. (2014) it is 
argued that limited access to healthcare has negative consequences for undocumented 
migrants. Studying the death causes among undocumented migrants in Sweden 
                                               
1 The terms ‘undocumented’ and ‘irregular’ can be used interchangeable, however, in this 
project we will use undocumented.  
2  Here the Danish Health Act is the chosen translation of Sundhedsloven. It can be found in the 
bibliography under Ministeriet for Sundhed og Forebyggelse (2014).  
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between 1997 and 2010, the study concludes that the status as undocumented or 
‘illegal’ has severe negative consequences for the health of people in this group. The 
study inter alia found that the average age at death for undocumented immigrants in 
Sweden was 43.7 years, which is significantly below average life expectancy of Swedish 
residents, which in 2013 was 82.0 years (ibid.: 4; OECD 2015). Furthermore, the death 
causes of 49.8% of the undocumented immigrants were caused by ‘external causes’ of 
which, 62.4% of deaths were due to accidents, 21.7% due to intentional self-harm 
(including suicide), and 13.7% due to assaults (ibid.: 5). In sum, these findings point out 
that the life as undocumented immigrant has severe negative impacts on life quality and 
implies severe insecurities. Wahlberg et al. concludes that the evident inequity of health 
between undocumented migrants and the Swedish population must be addressed (ibid.: 
7). 
 
Based on the observations and findings above, this project report investigates how the 
label ‘illegal’ affects access to the healthcare system in Denmark. Consequently, the 
project report develops a theoretical and analytical framework to analyse and 
understand the scope and consequences of how the labelling of the undocumented 
migrants as illegal affects their access to the healthcare system. 
 
The following research and working questions are therefore asked: 
● How does the label ‘illegal’ affect access to social rights in universal welfare states? 
○ WQ 1: What is the scope of the issue of undocumented migrants in the 
Danish context? 
○ WQ 2: How do undocumented immigrants experience informal and formal 
barriers to healthcare? 
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Project outline 
The following chapter provides a short introduction to the issue of undocumented 
migrants in Denmark. It draws on recent Danish studies on the relationship between 
undocumented migrants and the healthcare system. Chapter three establishes a 
theoretical framework, which paves the way to understand the barriers that exist 
between undocumented migrants and the healthcare system. Following, in chapter four, 
the methodological choices and the analytical framework of this project report are 
introduced and discussed. The remaining chapters - five and six - entail the analysis, 
discussion and conclusion of the report. 
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Chapter 2 - The Scope of the Issue 
 
As this project seeks to investigate the formal and informal barriers for undocumented 
immigrants to healthcare in Denmark, a contextualisation is needed in order to provide 
an overview of the scope of the issue. 
 
In Denmark, the estimated number of undocumented immigrants is between 1000-
5000 (Jensen et al. 2001; Biswas et al. 2011; Ehmsen et al. 2014; Undocumented Worker 
Transitions 2007). These numbers, however, are “…not based on any rigorous scientific 
methodology…” (Undocumented Worker Transitions 2007: 24). Rather, these numbers 
are based on the number of refugees whose application for asylum have been declined 
but did not leave the country voluntarily, or where there does not exist any bilateral 
agreements on repatriation (ibid.: 24). 
However, according to Ehmsen et al. (2014), this number seems to be an 
underestimation. They base this on the number of undocumented migrants who have 
been seeking healthcare at an NGO health clinic in Copenhagen. According to their data, 
830 undocumented migrants visited the clinic over a period of 17 months (ibid.: 3). Due 
to lack of research on undocumented immigrants, residing in Denmark the specific 
demographics of the group is unknown (Ehmsen et al. 2014). 
 
As shown in the literature review, the including factor in a universal welfare state like 
Denmark, is citizenship or residence permit, which undocumented immigrants by 
definition lack. However, when discussing access to healthcare, there are some 
exceptions made by bilateral agreements and temporary granting of access to specific 
individuals. For instance, students who come to study, temporary workers who have 
work permit and work visas and diplomats.  
 
Furthermore, Biswas et al. (2011; 2012) have developed a categorisation that explores 
the different kinds of undocumented migrants that exist. It categorises undocumented 
migrants according to the manner they became undocumented. This categorisation is 
concerned with people from outside the Schengen area, who do not have a residence 
permit in the country that they migrate to. It consists of four types of undocumented 
immigrants. The first type is the overstayers; those who arrived in the country and had 
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received a residence permit, but over time have lost it. This category also includes 
people who have overstayed their visas. The second is asylum seekers who have not 
been granted asylum, which make them hide in order to avoid being deported. The third 
type is people who have entered the country illegally, and the fourth is children who are 
born as undocumented immigrants, as they inherit the status from their parents 
(Biswas et al. 2011; 2012). 
 
The access to healthcare for undocumented immigrants varies from the different EU 
member countries, as there is no set EU law regulating the matter (Cuadra 2011; Biswas 
et al. 2012). A study by Cuadra (2011) has divided the European member states into 
three different categories according to their healthcare policies regarding 
undocumented immigrants. The scale is based on the Council of Europe Resolution 
1509, which determines that “... as a minimum right, emergency care should be available 
for irregular migrants.” (Cuadra 2011: 267). The scale thus ranges from less than 
minimum rights, minimum rights to more than minimum rights. Denmark is placed in 
the group of minimum rights, as a country that only grants emergency care to 
undocumented immigrants. Only granting the minimum right to healthcare, creates a 
formal barrier to access primary healthcare.  
 
Undocumented migrants in the healthcare system from the perspective of the 
healthcare professionals 
Jensen et al. (2011) provide an overview of some of the formal and informal barriers 
that the healthcare professionals meet when they are treating undocumented migrants. 
The study is based on interviews with emergency room physicians and General 
Practitioners (GP) and their experiences in their fields, respectively emergency care and 
primary care. Jensen et al. (2011) divide their findings into six categories - namely, 
access to emergency care, access to primary care, language barriers, the financial 
aspects, uncertainties of health professionals and involving police or authorities. Their 
findings in each of these categories will be outlined below. 
In regards to accessing emergency care, the emergency room physicians expressed that 
medical treatments of undocumented migrants would not differ from treatment of 
anyone else. This includes admitting undocumented migrants to hospital, if necessary. 
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However, they did experience issues as they could not access previous medical records 
and as the undocumented migrants often lacked a contact person. Furthermore, the 
emergency room physicians often experienced that the undocumented migrants 
delayed seeking medical treatment. When undocumented migrants are admitted to 
hospital they are given a replacement CPR-number3 in order to be added to the IT 
systems (Jensen et al. 2011). 
 
Accessing primary care did, on the other hand, prove more difficult for undocumented 
migrants. When trying to access primary care they would face a lot more administrative 
barriers, mainly due to the lack of a health insurance card and CPR-number. The 
findings of the Jensen et al. (2011) study suggests that GPs would in general provide 
treatment, however, it will vary depending on the GP. If they agree to treat, the 
treatment would not differentiate from the in-house treatment of anyone else. If any 
external treatment was necessary, the undocumented migrant would once again face 
administrative barriers (Jensen et al. 2011). 
 
Another category found to exist is the language barrier. In the cases of both the 
emergency room physicians and GPs, Jensen et al. found that language was a problem 
for both the professionals and the migrants as the migrants could not properly explain 
the problem, which makes diagnosis complicated. Both Jensen et al. (2011) and Biswas 
et al. (2011), describes how use of informal networks can be used to offset this, by 
either bringing a Danish friend to translate or another migrant who is proficient in 
Danish. 
 
Jensen et al. (2011) also mention the financial aspect - however, this aspect is only 
mentioned by GPs. In their interviews with GPs, they found a broad spectrum of 
answers ranging from GPs who would treat free of charge to GPs who would pursue 
payment, but would try to minimise cost. However, they state that most of the answers 
are in between these two outer poles. Once again, the situation will complicate once 
they need to do tests out of their own practice or prescribe medicine. In this study, 
many of the GPs mention that they would not know how to handle such a situation, 
which points to another category. (Jensen et al. 2011). 
                                               
3 Det Centrale Personregister - The Danish civil registration system. 
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When undocumented migrants approach health professionals, both parties face many 
uncertainties. As mentioned above, there is the uncertainty of whether payment should 
be pursued or not. Consequently, many of the GPs are not sure whether to admit 
undocumented migrants to hospital treatments, even if they would recommend it to a 
Danish citizen in the same situation. This is due to the fact that even if it is right 
medically, it might complicate matters for the patient in other regards. Complicating 
things further, the patient might not even want to be admitted to hospital. Furthermore, 
prescription medicine is also a complicated matter in the cases of undocumented 
migrants. The professionals expressed an uncertainty if the patient could even purchase 
medicine at a pharmacy. In addition to this, it is unsure if the undocumented migrant 
wants to have anything prescribed in his/her name (Jensen et al. 2011). Noteworthy, 
the arguments above and below signify some of the informal barriers that exist for 
undocumented migrants to access healthcare. 
 
The last category that is discussed in the study of Jensen et al. (2011) is the involvement 
of police or authorities. In general, the health professionals want to separate the medical 
treatment from the legal status of any patient. This means that in general, police and 
other authorities are not involved when undocumented migrants seek medical 
treatment. The interviews conducted by Jensen et al. (2011) show that the health 
professionals agreed that they would not involve police or authorities. However, many 
are not sure whether they are allowed to treat individual with undocumented status. 
Anyhow, they do state that if they thought the patient had been involved in a crime they 
would involve police or authorities, but this was not related to the patient being an 
undocumented migrant.  
 
Access to healthcare from the undocumented immigrants’ perspective 
From the perspective of the undocumented immigrants both formal and informal 
barriers are reasons to why they do not seek healthcare. According to Biswas et al. 
(2011) the fear of being deported is the primary reason for not seeking healthcare. As 
stated above only emergency care is granted, which creates a formal barrier for them. 
Interviews showed that in order to receive healthcare in Denmark, undocumented 
9 
immigrants feel the need to lie as they are afraid of being reported to the police (ibid.: 
5). When stories spread among the undocumented immigrants about the difficulty in 
getting healthcare in Denmark, it strengthens the informal barriers, as other 
undocumented immigrants, give up in advance instead of trying to seek help (ibid.: 6). 
Other informal barriers are inter alia the lack of knowledge about healthcare access and 
as stated above, the language barrier. Several undocumented immigrants believe that it 
is a necessity to have a person speaking Danish with them to the clinic (ibid.: 5). The 
study also showed that instead of seeing treatment in the country they reside in, 
undocumented immigrants often call their doctors in their home countries and follow 
their advice when in need of healthcare. In order to get medicine, it was shown that 
some undocumented immigrants rely on their networks and have other migrants bring 
them medicine from their home country or otherwise rely on over the counter medicine 
in order to overcome their sickness (Ibid.: 6). 
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Chapter 3 - Theoretical and Analytical Framework 
 
This chapter provides a theoretical and analytical framework needed to conduct an 
analysis of the collected data and thereby to understand the subject of study. The 
theoretical framework presents an understanding of the key theme label-framing.  In 
order to fully capture this understanding, the key theme is conceptualised through two 
selected dimensions - namely, space of nonexistence and state of nonexistence. The 
analytical framework will illustrate ten indicators extracted from the conceptualised 
theoretical framework which will be used as analytical tools. 
 
Label-framing 
It is worth noting that access to healthcare is a broad theme to approach. As such, a part 
of the formal and informal barriers of access to healthcare were chosen. Through the 
literature considered as the ‘state of the art’, one of the most prominent factors in 
creating these barriers is being labelled as ‘illegal’. Label-framing theory is rooted in 
different disciplines such as sociology, criminology and psychology. Consequently, label-
framing is considered an interdisciplinary theory which provides multiple perspectives 
in detecting formal and informal barriers. Label-framing theory is thus the lense which 
enables this study to detect the consequences of being labelled as undocumented 
immigrants. 
 
According to Moncrieffe (2007), framing reflects how certain issues are presented in 
policy debates, discourse and social practices. Labelling, on the other hand, categorises 
people and it therefore refers to how people are named. It is both how populations 
perceive themselves and how people outside the population understand them. 
Furthermore, labelling reflects the frames and illustrates a subjective interpretation of 
how certain groups are thought to fit into certain spaces in the society (Moncrieffe 
2007: 2). For instance, if a group in society, e.g., immigrants or refugees, is framed as a 
group receiving a proportionally large amount of social benefits, it is easier to label 
them as lazy and exploiters of society. Consequently, it becomes easier for policymakers 
to implement restrictive policies against such groups. On the other hand, framing the 
same group as people in actual need of a proportionally large amount of social benefits, 
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it is easier to label them as a vulnerable group in the society. By doing so, the policies 
towards this group will be inclusive and enhancing.  
 
There are both psychological and social science perspectives to both framing and 
labelling. Focusing on framing, the psychological perspective evaluates how presenting 
the same information in different ways affects people’s choices. While focusing on 
labelling, the psychological perspectives investigate the cognitive and emotional effects 
of being categorised both within the population and outside of it (Ommundsen et al. 
2014). 
 
However, in social sciences, the study of framing and labelling has taken the focus on 
public communication. It tries to understand how people evaluate populations 
depending on the type of information they receive, how they judge and what are their 
measuring criteria - what Ommundsen et al. call ‘the measuring-sticks’ (ibid.:3). “For 
example, the labels used to describe an unauthorized immigrant may prompt the 
individual to adopt either a legalistic or some other (e.g., humanistic) point of view.” 
(ibid.: 2). The consequences of the label ‘illegal’ and having the legal measuring stick is 
that an ‘illegal’ becomes a criminal and thus threatening (Pearson 2010). However, the 
label ‘undocumented’ opens up the other options for judgement - namely, humanitarian 
(Ommundsen et al. 2014; Vitello 2006). 
 
The relationship between framing and labelling is highly interlinked and thus label-
framing in the society has a high influence on people’s attitudes (Ommundsen et al. 
2014; Moncrieffe 2007). Noteworthy, label-framing in public discourse has a wide range 
of objectives and goals, some of them positive, such as categorising populations for 
effective policy making practices. However, at the same time, it can become harmful and 
result into stigmatisation and exclusion of populations. Label-frames can at times 
misrepresent a whole population, based on the motives. This misrepresentation has 
psychological effects on citizens as well as noncitizens and it also has consequences for 
their relationship in the society (Ommundsen et al. 2014; Moncrieffe 2007). One of the 
consequences could be the fact that “[l]abels impose boundaries and define categories. 
They are a means to construct our social world; to define norms in relation to others 
who bear similar or different labels.” (Moncrieffe 2007: 1). 
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Theme linked to dimensions 
The above characterised theory of label-framing is in this project report considered to 
be the main theme in encountering the consequence of the use of ‘illegal’ as a label. 
However, underlying aspects are necessary to consider when using label-framing as a 
theoretical understanding of why informal barriers are created for undocumented 
immigrants. The choice of detecting how the label 'illegal' affects access to healthcare, 
and thereby applying label-framing to a matter of illegality, makes the two dimensions, 
state of nonexistence and space of nonexistence crucial. These dimensions are in this 
study considered to be essential in order to understand formal and informal barriers, 
and are thus necessary to add, when applying the theory of label-framing. The 
dimensions space of nonexistence and state of nonexistence serve as a conceptualisation 
of the theory of label-framing in order to fully capture the essence of the theory. The 
conceptualisation of label-framing will provide a more sufficient framework as it will 
capture the most impactful aspects of the theory which will be used to extract relevant 
information from the data. 
 
Space of nonexistence 
 Conceptualisation  
The complexity of the undocumented migrants’ situation can further be illuminated by 
Coutin’s notion of ‘nonexistence’ (2000). She argues that undocumented migrants are 
living in spaces or domains of nonexistence, as they – despite their physical and social 
presence in a country – lack legal status (ibid.: 27). Undocumented migrants are 
perceived not to exist, because they lack legal documents – or in other words, they are 
thought to be ‘outside’ or ‘not there’ (ibid.: 29). This constructed perception about their 
status of being there, but not existing officially, is caused by the collision between 
officially not existing while physically being present in society. Subsequently, people 
find themselves in this space of nonexistence when they cross state-borders without 
legal documents (Coutin 2000). She further argues that “[n]onexistence is produced 
through excluding people, limiting rights, restricting services, and erasing personhood.” 
(ibid.: 28). The undocumented migrants live, according to Coutin, “…in a nondomain, a 
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space of illegality.” (ibid.: 29). Noteworthy, the space of nonexistence is something they 
move in and out of, in the sense that in their everyday life, “…their illegality may be 
irrelevant to most of their activities, only becoming an issue in certain contexts…” (ibid.: 
39). Although not tangible, it is real because it has real consequences for the populations 
residing within this space, while being imagined not to exist by others outside this 
space. “The practices that make people not exist have material effects, ranging from 
hunger … to unemployment … to death …” (ibid.: 29). 
 
 
Operationalisation  
The dimension explained above is in this project considered to be of extensive 
importance for detecting how being without documents and by that labelled illegal, and 
considered to be outside the system, affects undocumented migrants and their access to 
healthcare. The dimension space of nonexistence has been operationalised by drawing 
on the work of Countin (2000), where six indicators have been derived as analytical 
tools. One of the main indicators of this dimension is the ‘lack of legal documents’. 
Coutin (2000) argues that when you lack legal documents, you are outside of the 
system, despite being present physically and socially. This is detected when a person 
living in the space of nonexistence meets a formal barrier. There are a number of 
consequences of this, which also works as indicators for this dimension, namely, 
‘restricted services’, ‘limited rights’, ‘limited mobility’, and ‘exclusion’. These indicate the 
undocumented immigrants not being able to access parts of the system or society that is 
otherwise available to the public, due to living in the space of nonexistence. ‘Limited 
mobility’ points to the areas in which undocumented immigrants cannot visit, their 
limited use of public transportation and similar activities. ‘Exclusion’ refers to the fact of 
being excluded from the official system on the basis of not having legal documents. 
‘Limited rights’ points to the situations where the undocumented immigrants are 
limited by not having the rights which are available for people with the necessary 
documents. ‘Restricted services’ refers to the undocumented immigrants not being able 
to use services due to lack of documents, which are otherwise available to the public. 
Furthermore, ‘dynamic status’ is also used as an indicator. As mentioned above, there 
are certain contexts in which living in the space of nonexistence does not matter. In the 
case of access to healthcare, emergency care could be an instance in which legal 
14 
documents would not matter. Hence the ‘dynamic status’ refers to the change of the 
status ‘illegal’, which the undocumented immigrant can move to and from depending on 
the context.  
 
State of nonexistence 
 Conceptualisation 
The 21st century has often been featured as the era of transnational movements and 
movements across borders, where a borderless world is being imagined. However, 
borders in this era are getting more ‘messy’ and they are adapting different forms, more 
specifically, borders are not just the ‘line in the sand’ (Rumford 2014: 2). For instance, 
as argued by Waters (2009), ‘nation-states’ and the different state formations create 
certain barriers to population mobility. These barriers are often created because, “… 
rights are costly, they cannot be for everybody” (Joppke 1999: 6). Therefore, the 
boundaries for inclusion and exclusion in the society and especially in a universal 
welfare state have to be highlighted. As stated in the literature review, the redistributive 
characteristic of social rights by the state creates a divide between ‘us’ and ‘them’. 
Furthermore, in the universal welfare regime, inclusion depends on residence permit. 
Therefore, an undocumented immigrant who is considered a noncitizen, will be placed 
in a vulnerable situation, and thus excluded through formal and informal means from 
the society (Hansen 2005).  
 
In the universal welfare state, citizenship or residence permit are the tickets to access 
social rights. However, the ‘noncitizen’ status is accompanied with complications and 
limitations to access social rights. As argued in the literature review, there exists a 
conflict between the welfare state and irregular immigration, since the welfare state as 
the provider of the equal social rights to all its citizens, has to have “...boundaries that 
distinguish those who are members of a community from those who are not.” (Freeman 
1986: 52). According to Joppke (1986), this exclusion and these boundaries situate 
undocumented immigrants in a vulnerable position, or as argued by Standing (2014), it 
situates them in a precarious position in the society. In this project report, state of 
nonexistence is therefore understood as the perception of formal barriers. In addition to 
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this, the state of nonexistence is also understood as when undocumented migrants 
perceive a border - formal or informal - regardless of whether it is there or not.  
 
 Operationalisation 
From this dimension of state of nonexistence, four indicators have been created – 
namely, ‘signs of barriers’, irregularity’, ‘uncertainty’, and ‘limited knowledge of right’. 
These indicators have been derived from theory by the authors of this project report. 
They serve as part of the operationalisation and are used to extract the perception 
which people living in a state of nonexistence has in terms of accessing social rights, 
such as healthcare. As stated above, living in a state of nonexistence can lead to a more 
vulnerable position due to a number of reasons, all linked to this perception. For 
instance, we use ‘irregularity’ to understand the mindset, which a person living in the 
space of nonexistence has. In extension of this, ‘signs of barriers’ is used to capture how 
certain barriers are perceived to exist rather than actually existing, and how this can be 
a strong barrier for accessing healthcare and other social rights. The other indicator 
used in this dimension is ‘uncertainty’. This shows how living without knowing what is 
going to happen, will make you vulnerable and will confirm or ratify you within 
irregularity. The last indicator used here is limited knowledge of rights, which is not 
having enough knowledge of their rights. This limited knowledge of rights leads to them 
forming perceptions about their rights, which are not always accurate. 
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Chapter 4 – Methodology and Methods 
This chapter concerns the methodology and methods as well as reflections over the data 
used in this project report. At the outset it explores the process of developing the 
analytical and theoretical framework, before turning to reflections over the choice of 
methods, data, and research design. 
 
Methodological Approach 
As mentioned further above, this project report is a case study of how the label ‘illegal’ 
affects undocumented migrants’ access to the healthcare system in Denmark. The report 
is mainly concerned with what Hansen (2005) labels the ‘informal barriers’ to 
healthcare, or in other words, how undocumented migrants experience and perceive 
this access. Consequently, the research design resembles what Armstrong (2010) and 
Bowen (2008) frame as a naturalistic inquiry methodology, as the focus is on the actual 
experience of the undocumented migrants. The presence of several constructed realities 
thus serves as a methodological and epistemological foundation of this study. 
 
To analyse this case, an analytical framework has been developed based on the 
theoretical framework, first, built in the literature review and subsequently, expanded 
in the theoretical chapter above. The initial theoretical foundation – and thus 
understanding of the overall issue – has been provided in the literature review. 
However, analytical tools to detect the perception of the undocumented migrants were 
lacking. Consequently, the literature was researched in order to retrieve literature that 
could provide such analytical tools.   
 
The scope of the report’s theoretical framework has been to develop what Lund frames 
as a “…set of conceptual tools which, rather than telling us anything substantive about 
the social world, suggests ways of approaching it.” (2010: 26). This is of importance, 
Lund argues, as studying the social world is somewhat like studying a ‘moving target’, 
which makes the development of substantive and explanatory theoretical frameworks 
contested (ibid.: 26-30). 
Furthermore, the heuristic nature of the theoretical framework, as well as the case 
study design, have influenced the development of the analytical framework. The process 
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of developing the analytical framework has been an iterative process, moving back and 
forth between the theoretical framework and the empirical data. Ten indicators have 
been extracted from the conceptualised theoretical framework, which will be used as 
the analytical framework in the analysis. 
 
Matrix4 
 
 
 
The categorisation matrix illustrates the process of this project report’s development 
going from subject of study to findings. It visualises how meaning is extracted from our 
unit of analysis, and thus shows the process of detecting how the label ‘illegal’ affects 
access to healthcare in universal welfare states. Our subject of study is the barriers 
which exist for accessing healthcare. These barriers are to be understood through the 
lens of the theory, label-framing. The theory is then conceptualised through the two 
dimensions, space of nonexistence and state of nonexistence, in order to fully capture the 
essence relevant in this project. The link between the dimensions, visualised through 
arrows shown above, indicates firstly that the status of not existing officially (as an 
undocumented immigrant) places one in a vulnerable position which aggregates the 
feeling of not existing emotionally. This is shown by the arrow from space of 
nonexistence to state of nonexistence. Secondly, the emotional condition of space of 
                                               
4 See full-sized matrix as Appendix 1 
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nonexistence furthermore aggregates the vulnerable position towards the perception of 
legal barriers, which is shown by the arrow from space of nonexistence to state of 
nonexistence. Ten indicators are then extracted from the conceptualised theme, i.e. the 
dimensions, as the essence and are used as analytical tools in the data analysis. Through 
this lens and with these indicators this study seeks to understand the effect(s), which 
the label ‘illegal’ has on the access to healthcare. This is done by assessing the given 
perceptions created by ‘barriers’ and the label ‘illegal’. 
 
Qualitative Content Analysis 
The analytical method, which has been applied in the analysis of the data, is what Hsieh 
& Shannon (2005) frame as a directed approach of qualitative content analysis. The 
method has been ‘directed’ in the sense that “…analysis starts with a theory or relevant 
research findings as guidance for initial codes.” (ibid.: 1277). This resembles the 
analytical framework laid out above. Applying the different dimensions and indicators 
have allowed for a more structured and controlled analytical process toward exploring 
the research question (ibid.: 1281). This has provided focus and an added level of 
replicability to the analysis. However, as Hsieh & Shannon also point out, “…an 
overemphasis on the theory can blind researchers to contextual aspects of the 
phenomenon.” (2005: 1283). 
 
Each analytical dimension and indicator, derived from the theoretical framework, have 
thus been used in the process of collecting data as well as means to code and analyse the 
data set (ibid.: 1281-1282). The coding of the data has been conducted using the ten 
indicators in a process involving all authors of the study. The coding process was an 
iterative process that led a redefinition of the analytical dimensions and indicators. To 
add reliability and validity to the coding process all authors took part in the process. 
 
 
Data Collection and Ethical Issues 
The data material consists of three semi-structured interviews approximately 15-20 
minutes of length5. The interviewees are all male and have lived, or are currently living, 
                                               
5 See transcribed interview A as Appendix 2 
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as undocumented immigrants in Denmark. According to the categorisation of 
undocumented migrants by Biswas et al. (2011; 2012) they belong to the second group - 
namely, rejected asylum seekers hiding in Denmark after rejection. The informants are 
originally from two different countries, one in the Middle East and the other in South-
Central Asia. 
Interviewee A and B originate from the same country and were interviewed face to face 
in their mother tongue. The interviewer spent several hours socialising with the 
interviewees prior to the interview, in order to build up trust and mutual 
understanding. This was not the case with interviewee C, who was interviewed in his 
secondary language (English) over the phone. Minor technical issues concerning the 
recording of interview C were encountered but were quickly solved without negatively 
influencing the interview, except for a minor loss of recording. However, due to a 
relatively poor phone connection the quality of the recording was at times of poor 
quality. Consequently, three of this report’s authors took part in transcribing the 
interview to increase the level of the transcription’s reliability and validity (cf. Kvale 
1997: 163-172). 
 
 Transcription of data 
The transcription of the data, which according to Kvale, is a process wherein a written 
version is constructed of an oral account, has entailed several choices from the authors' 
side (1997: 163). For instance, to reflect the meaning intended by the interviewees in 
their answers, it was chosen to render significant body language and emotions in the 
transcriptions (ibid.: 171). These emotional expressions have been noted in the 
following manner: [emotion]. It should be taken into consideration, however, that the 
addition of emotional expression to the transcript is based on an interpretation, from 
the interviewer’s side, of the interviewee’s body language and tone of voice. This has in 
particular been difficult with interview C, as this was conducted via telephone, as well as 
in the interviewee’s secondary language. 
 
Enhancing the reliability of the transcription by letting more than one person transcribe 
was not possible for interview A and B, as it was conducted in a language only spoken 
                                                                                                                                                  
See transcribed  interview B as Appendix 3 
See transcribed interview C as Appendix 4 
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by one of the authors. Moreover, the transcription of interview A and B, which was 
conducted by one of the project’s authors, was an act of translating data from an oral 
form in one language into a written form of another language. Translation is always an 
act of interpretation, and certain words and expressions do not translate directly into 
English (Esposito 2001: 570-571). The written version of the interviews are thus to 
some extent based on an interpretation by the transcriber. However, it should be noted 
that the transcriber has a lot of experience with the process of transcribing and 
translating, as well as sharing the same nationality as the interviewees6. 
 
 Generalisation and ethical concerns 
Moreover, a couple of aspects concerning the data material need to be raised. First, as 
stated above, the interviewees are all male undocumented migrants. They were found 
and accessed through the network of two of this project’s authors. Their experiences 
living undocumented in Denmark are much in line with what inter alia Biswas et al. 
(2011) and Jensen et al. (2001) have described in their studies, also described further 
above. However, the data contain no account of the experiences of undocumented 
women in Denmark. We expect women’s experiences to some extent to be similar to the 
experiences of men, however, as women often are more responsible for the children, we 
speculate they might feel the undocumented status more. Two possible female women 
interviewees (both with children) were approached, however, setting up interviews 
proved not possible. 
The fact that women are not represented in the data has implications for the 
conclusions of this report. However, aside from health issues more specific for women, 
the implications are relevant for all individuals that fall into the category of ‘illegal’. The 
aim and scope of the study has neither been to make broad generalisations nor develop 
broad explanatory frameworks for how the label ‘illegal’ affects undocumented 
migrants’ access to healthcare. Rather, the scope is limited to developing a heuristic or 
descriptive framework that can provide some insights into the experiences of the 
undocumented migrants (Lund 2010).        
 
                                               
6 This transcriber has worked as an interpreter, translator, transcriber and a reporter for Los 
Angeles Times, Dallas Morning News, Arkansas Democrat Gazette, Scotland Yard Metropolitan 
Police, British Embassy, Oxfam and WFP, and has transcribed hundreds of interviews. 
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A second aspect that must be raised is on research ethics. The group of undocumented 
migrants is a highly precarious group of people living in hiding from the Danish 
authorities. An ethical concern has been to not place the undocumented migrants in a 
situation where their identity and place of living can be exposed. This concern has been 
carefully communicated to the three informants. Informants have thus – following the 
recommendations of for instance Kvale (1997) and Gillham (2005) – been informed on 
inter alia confidentiality, anonymity, security, and publication of the research. 
Furthermore, following Gillham, the role of the interviewer and purpose of the research 
(to understand how the undocumented migrant experience access to healthcare, i.e. 
understand the informal barriers) have been carefully communicated to the informants 
as a step in building trust and confidence (2005: 11-12).    
 
 Interview guide 
The interviews have been semi-structured in nature, asking a limited number of 
predetermined and open-ended questions derived from the analytical indicators. The 
questions allowed the interviewee to express his/her experiences on the topic. The 
interviewer have throughout the interviews attempted to make the informants reflect 
and elaborate more on their experiences by asking additional questions of why and how 
(Kvale 1997: 133-139). 
An interview guide was developed before the interviews were conducted. This 
contained the predetermined questions structured around three main themes, namely 
what were addressed as ‘basic questions’, ‘medical care questions’, and ‘interaction with 
Danes questions’. These questions were derived from the analytical framework in the 
sense that each question would make inquiry into one or several of the analytical 
indicators. 
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Chapter 5 - Analysis and Discussion 
 
In order to shed a light on undocumented immigrants’ access to healthcare, data have 
been collected by conducting interviews. The interviews have been analysed and this 
chapter contains our results from this analysis. Firstly, an account will be given of the 
dimension space of nonexistence, which consist of indicators of formal barriers. Further 
below a discussion of the dimension state of nonexistence – the interviewees’ perception 
of being an undocumented immigrant and how that leaves them in a vulnerable state - 
will follow. Furthermore, this analysis entails one other indicator, which was found 
during the coding of the interviews. This did not fit within our analytical matrix and is 
therefore discussed separately. 
 
Space of nonexistence  
The first part of the analysis detects how the interviewees have entered a space of 
nonexistence. All three interviewees tell their story of how they have reached this 
particular status as undocumented, which is shown in the following; “Unfortunately, 
[sad voice] after I got a negative answer to my asylum case” (A: 1), “I came to Denmark 
on 4/2012 and applied for asylum and in July 2013 I got rejected” (B: 1). Interviewee C 
left Denmark to visit his father in his country of origin, when the father became very 
sick. Due to this he lost his resident permit (C: 1). This shows that none of them had any 
legal documents which would allow them to stay in Denmark.  
 
 Living black 
Both interviewee A and B refer several times during the interview to the status of living 
‘black’7 (e.g. A: 4, 6; B: 1), which also indicate a ‘lack of legal documents’ and hence them 
belonging to a space of nonexistence. It is clear from all interviewees that their 
understanding of their status has changed as soon as they have received negative 
answers on their request for residence. This is also shown in their use of the term ‘living 
black’ (e.g. A: 4, 6; B: 1). It does not only refer to the formal undocumented status, but is 
also a sign of informal barriers and hence serves as an indicator of irregularity. They 
                                               
7 The term 'black' is used extensively by interviewee A and B, and resembles the word 
'undocumented' or 'irregular'. It is thus a word use to describe their or other's status as 
undocumented migrants.  
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perceive themselves different than others living in society, which places them in a 
vulnerable state. This vulnerable status will be discussed further below. 
The experience of exclusion, which has been detected by the indicator ‘exclusion’, is 
clearly shown by interviewee B when asked to give information about himself. He 
states, “I received a letter from Danish police that I should contact them and prepare 
myself for deportation.” (B: 1). As a consequence of not having formal permission to 
stay in Denmark, the interviewee is excluded from society and was told he would be 
deported. This is also evident later in the interview, when asked if he would go to the 
hospital. He states; “It is obvious that when you go to a hospital they ask for papers and 
documents [...], if they had checked my documents and found out that I am ’black’ so 
they might call the police, and the police will deport me” (B: 2). This points to 
arguments made by Wahlberg et al. (2014), stating that the undocumented immigrants 
live a very insecure life with a lot of stress that negatively affects their health condition.  
 
This clearly states that he does not have any formal documents and that he is excluded, 
as he will be deported back to his country of origin if the police catch him. It is also 
evident from the interview that he does not have the possibility of using the police in 
case of an emergency, as he himself will be arrested and deported if the police find him 
(B: 2, 6). He explains this further when asked why he thinks that the police will arrest 
him;   
 
“... if something happens and the cops arrive, they will ask for your documents 
first, and without even going to the second step and to investigate who did what, 
I would be arrested and deported. If for instance somebody fights with you, until 
they try to investigate how it happened, I as a black would end up in a close camp 
and be deported. That is why we don’t do a lot and we avoid people and 
problems.” (B: 6).   
 
The above quotation clearly shows that the interviewee is prevented from using the 
police force, if in trouble. The undocumented immigrant is not able to use a service that 
is otherwise available to the public. What interviewee B states, does not only consist of 
restricted services in terms of help from the police, but also clearly indicate an 
experience of exclusion, which is associated with the status as undocumented. 
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Interviewee A experiences this as a restricted service, which is part of a formal 
exclusion, as he states; “…if at any time, police catches us they will handcuff us and 
might put us in prison.” (A: 4). This is not only a restricted service, but also indicates 
that undocumented immigrants suffer of limited rights, as they, for instance, do not 
believe that they have the right to use the police. However, this is bound to a sense of 
fear, which follows when being labelled as an undocumented immigrant, or ‘black’, as 
referred to by interviewee A and B. 
 
 Like a nobody 
The exclusion from society and experience of limited rights, create a sense of being 
isolated and rejected, and is adding a lot of stress and vulnerability to the 
undocumented migrants’ lives. As argued at the outset of this project report, Wahlberg 
et al. found in their study of death causes among undocumented migrants in Sweden 
that out of the 49.8% that died due to ‘external causes’, 21.7% of these died due to 
intentional self-harm, which also includes suicide (2014: 5). This further highlights the 
precariousness and stress of their way of living. The characteristics of the space of 
nonexistence, which resembles a list of factors Wahlberg et al. point out, “... could be 
possible explanations for the high number of external causes, including suicides, 
accidents, and assault, among undocumented migrants...” (2014: 7). In a quite emotional 
statement, interviewee C expresses some of the psychological consequences the 
exclusion and discrimination have for the undocumented migrants. He states,  
   
“I am like nobody [emotional]. It is like I don’t exist. It is like I am not here, you 
know. It is like you are a nobody. You don’t have nothing. It is not good to say 
this [chuckling], but I think a dog have more… how do you say… more power… I 
don’t know how to say that, but it like a dog is somebody here, but I am 
nobody.” (C: 5). 
 
 
From above quote, the space of nonexistence is clearly evident from the direct expressed 
consequence of being an undocumented immigrant. Interviewee C goes as far as stating 
that he does not exist, and that he believes that he is worth less than a dog. The status of 
not existing officially while physically being present in a society consequently creates 
the feeling of being in a space of nonexistence. This feeling is a clear consequence of the 
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rejection of being part of society. Living underground and outside society is also seen in 
the statement by interviewee C: “…they rejected me and then told me that they deported 
me so I had to live underground…” (C: 1). 
 
 Formal barriers 
The formal barriers indicate that undocumented immigrants do not have an official 
place in society and therefore end up in a space of nonexistence. Even though 
undocumented immigrants are granted the right to emergency care, the formal barrier 
of being ‘paperless’ prevents them from seeking medical care, as shown in the interview 
with B: “I was sick for a month. At least when it got bad and until I went to the doctor, it 
was approximately one month. It took me a month because I couldn’t go to the doctors. I 
did not know where to go” (B: 2). This statement shows that the interviewee has been 
sick for a long time before seeking help and this points to a barrier due to the fact that 
Denmark is placed in the category of minimum rights to healthcare and hence only 
grant emergency care (Caudra 2011: 269). This is due to the fact that undocumented 
immigrants are not able to seek assistance at an earlier stage of illness. This leads to an 
impact on the health of undocumented immigrants, as they wait to seek assistance until 
the illness is unbearable. This is further supported by interviewee A as he states:  “I was 
sick for more than two months, but I didn’t know where to go” (A: 3). 
 
Furthermore, limitation of mobility can also be detected from both aforementioned 
statements, due to the fact that they felt they had nowhere to go. This indicates that the 
undocumented immigrants are not able to move in society as other citizens are. The 
formal right to move is thereby deprived from them, which is also shown in interview C 
from the following: “While living black, you cannot go everywhere [makes a gesture 
with his shoulders, felt hopeless]. There are places you avoid” (B: 2-3). He clearly 
experiences a restriction of mobility which is a result of his status. This makes it evident 
that he experiences the consequences of being in a space of nonexistence. This 
resembles what Coutin (2000) argues, in the sense that the exclusion and restrictions 
produces the space of nonexistence. Due to interviewee B’s lack of legal documents in 
‘living black’ he is considered to be ‘outside’ society or ‘not there’, which proves to be 
the foundation of his official nonexistence (Coutin 2000: 29).  
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However, it is also possible to enter a dynamic status, in which the undocumented 
immigrant does not feel the exclusion, but is treated as an equal in society. Interviewee 
C reached that feeling, when seeking medical care at a general practitioner's clinic. An 
account for the process of his treatment has been given, and he states that “[y]eah so I 
went there and he gave me some medicine and everything, so I had, yeah. That’s how it 
worked.” (C: 2). Furthermore, he adds that “[i]t was a doctor who helped me so he 
checked me out because he knows my situation and so he checked me, you know, to see 
what problems I had.” (C: 2). The help that he got at the clinic left him in a position of a 
‘dynamic status’, as he felt that he was treated as any other would have been. This 
relates to the point discussed by Jensen et al. (2011) that health professionals seek to 
separate the legal status of any patient and furthermore not involve authorities, like the 
police. It is however, a matter of judgement from the health professionals’ side, as the 
suspicion of crime in relation with the patient calls for an involvement of the 
authorities. This formal barrier indicates the precarious situation which both the health 
professional and patient are in. Furthermore, it points to the ‘space of illegality’ argued 
by Coutin - a space of nonexistence where undocumented immigrants move in and out 
from, depending on the context of their activities (2000: 29). Their illegality might only 
be an issue in some cases and not in others.  
 
In sum, the section on space of nonexistence has pointed out to actual barriers that 
prevent the three interviewees from accessing healthcare. These barriers have been 
detected using six indicators - ‘restricted services’, ‘limited rights’, ‘dynamic status’, 
‘exclusion’, ‘limited mobility’ and ‘lack of legal documents’. It has been detected that the 
interviewees’ status and their understanding of the status have changed as soon as they 
were rejected asylum. As shown above, the formal barrier of being undocumented is 
found in the indicator ‘lack of legal documents’ and has been evident in all of the three 
interviews as they have stated how they have reached this status. The term ‘living 
black’, has also been used and indicated a ‘lack of legal documents’. This is the first step 
of entering the space of nonexistence. When immigrants do not have any formal rights to 
reside in Denmark, they all encounter several other barriers, which also have been 
made evident above. These consist of an ‘exclusion’ from society, ‘restricted services’, 
‘limited rights’ and ‘limited mobility’. This state of nonexistence is therefore the crucial 
part of the label as an illegal, as it is the formal barrier. However, within this dimension, 
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the indicator of ‘dynamic status’ has also been evident and reveals that even though 
they find themselves in this state of nonexistence, there is also the possibility of their 
status being irrelevant in the eyes of the doctors. In this dynamic status, they are 
perceived as ‘ordinary’ people in society and hence not ‘illegal’.  This is, however, in this 
study more the exception than the rule. 
 
State of Nonexistence 
This part of the analysis highlights how state of nonexistence affects undocumented 
migrants’ access to healthcare by underlining issues in the interviews that divulge 
formal or informal barriers. This is done by focusing on the indicators ‘signs of barriers’, 
‘irregularity’ and ‘uncertainty’. The state of nonexistence, as stated above, is not only the 
actual barrier, but also the perception, thoughts and feelings regarding the barriers that 
arise from the state of being irregular or being labelled as ‘illegal’. 
 
While analysing the interviews, it becomes more evident that when immigrants are 
labelled illegal and thus enter the state of nonexistence, they become more uncertain and 
unsure in their daily decision-makings. Their decisions and actions are formed by 
feelings, thoughts and speculations based on perceptions. During the interviews the 
interviewees most often used the words ‘I felt’, ‘I thought’, ‘I was worried’, ‘I was afraid’ 
and the likes. This points to, even when there is not an actual barrier, they still intend 
not to approach their intended purpose. It thus indicates a clear uncertainty that most 
often becomes an obstacle for them to access healthcare. For instance, interviewee A 
states, “I was really worried that Danish police might find me and in a way I would fall in 
their claws” (A: 1). Similarly, interviewee B stated, “I couldn’t go to hospitals and places 
like that, because I was … [pause] ’black’. I couldn’t dare to go to a hospital. I was afraid 
that I might get arrested by police.” (B: 2).  
 
 Feeling criminal 
Throughout the three interviews the interviewees have all, both directly and indirectly, 
indicated that they feel as criminals (cf. A: 5; B: 6; C: 6). Interviewee A states it quite 
directly when he says, “… I have felt like a criminal, [feels uncomfortable here]…” (A: 5). 
However, the perception of themselves as criminals is more complex than that. Despite 
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feeling like criminals they by the same token see themselves as non-criminals. The 
complexity is captured by interviewee A when he states, “[a] criminal is he who has 
done something wrong… I think someone who cannot go back to his own country 
because of the problems he/she has in their homeland, he/she is not criminal.” (A: 5). 
 
The feeling of being a criminal leads, for the three interviewees, to a pronounced fear of 
having to show documents. The fear is built on a perceived causal line of thought, where 
the discovery of their lacking legal documents inevitable leads to deportation. As 
interviewee B describes, “if something happens and the cops arrive, they will ask for 
your documents first, and without even going to the second step and to investigate who 
did what, I would be arrested and deported.” (B: 6). This somewhat causal way of 
reasoning was detected with all three interviewees (e.g. A: 4; B: 6; C: 4) and has here 
been sought captured by the term this study refers to as ‘illegal mindset’. 
 
 ‘Illegal mindset’ 
The term ‘illegal mindset’ is a certain way of thinking that was found in all three 
interviews – however, more outspoken in A and B. The ‘illegal mindset’ of the 
interviewees, which is based on the fear of getting caught, influences the way they 
perceive the world and the people they meet. All persons of authority, whether these 
being doctors, nurses, Red Cross workers, train conductors, etc., are categorised into 
one single group. All individuals belonging to this group of people, the interviewees - 
based on their ‘illegal mindset’ - understand as thinking and acting in a unitary fashion. 
According to the ‘illegal mindset’, everyone in this ‘authority’ category will immediately 
report undocumented migrants to the police when they discovered they lack 
appropriate legal documents. This can for instance be seen in the quote of interviewee B 
referring to the police just above (B: 6) or when interviewee C refuses to call 112 in case 
of emergency (C: 4). Interviewee A also refers to this in the following statement, “I have 
seen a lot of ‘black’ [nationality removed by authors] who did not have tickets in the 
train, or they were working illegally, they were immediately arrested and without any 
court procedures they were put in prisons and afterwards, got deported.” (A: 4). 
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Vulnerable position 
As much as the fear is substantiated, the fear is also overestimated and based on 
perceptions. The linkage the ‘illegal mindset’ creates between for instance being caught 
traveling on the train without a valid ticket, or trying to buy medicine at the pharmacy 
(A: 3), is based on an overestimated fear and a perception of all ‘authorities’ being 
immigration authorities. Despite also thinking in like manner interviewee C seems to 
have a more nuanced understanding of how the system in reality works. He is aware 
that he cannot be deported to his country of origin, due to political circumstances (C: 4). 
However, the immense fear of getting caught that makes him decline to call 112 in case 
of emergency still shows how ‘illegality’ shapes the mind of the undocumented migrants 
and consequently leaves them in a vulnerable position.         
            
 Perceiving barriers 
In the interviews analysed here the ‘illegal mindset’ is in particular evident in three 
regards related to access to healthcare - highlighting that the ‘illegal mindset’ works as 
an informal barrier to the access to healthcare (cf. Hansen 2005). Firstly, as stated in 
chapter three, not having legal documents leads to a more vulnerable position. This is 
distinct from ‘lack of legal documents’ as it can also be understood as a mental state of 
mind, or rather the sign of barrier (which might not exist) that blocks you from doing 
something. The vulnerable position that our interviewees have been in because of the 
mental state of mind - the ‘illegal mindset’ - can be detected. For instance, interviewee A 
tolerated his sickness for a long time as he stated, “I was sick for more than two 
months...” (A: 3). This was also mentioned in chapter two, as Jensen et al. (2011) found 
that undocumented immigrants delayed their treatment for reasons of lacking 
documents. However, here the matter points to the fact that the interviewee did not 
contact any hospital or clinic for two months, not only because he was lacking 
documents, but also because he had formed a perception depending on his label ‘illegal’. 
He further elaborates on how his perceptions are formed as he states, “... wherever you 
go in Denmark and to whatever organisation you enter, [raises his voice - a sign of 
confidence] they will ask for documents and papers. Without papers, I have heard, they 
will never help somebody…” (A: 5). Furthermore, the psychological aspects of label-
framing states that labelling not only affects people’s choices, it also affects the way they 
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receive information. Here we can see that based on the information the interviewee has 
received, he has made certain choices - namely, waiting. 
 
Although certain actual barriers exist here, the interviewee in his irregular and 
vulnerable position perceives that contacting any organisation requires him to have his 
documents. This is a perception of barriers that in reality, in many of the cases, might 
not be as actual as he thinks. For example, when interviewee C was sick, the doctor 
helped him receive treatment using another person’s health insurance card. Even 
though the doctor knew about his situation as undocumented, he still helped him (C: 2). 
This trend has been detected to be common amongst all three of the interviewees. When 
they got sick, they did not contact any clinic or hospital fearing that they might be 
reported. They waited for a period of time, searched for doctors and then found 
alternative ways than directly contacting a clinic or hospital. 
 
Secondly, the ‘illegal mindset’ limits the interviewees’ access to the healthcare system 
which they actually do have a right to, namely, emergency care. None of the three 
interviewees would consider calling 112 in case of emergency. This builds on the fear 
that the people (‘authorities’ in their perception) answering the 112 call, are likely to 
detect the lacking legal documents and thus turn them into the police (A: 4; B: 3; C: 3-4). 
 
Lastly, there seems to be a frustration among the interviewees with regards to not being 
able to “... even buy a single tablet form the pharmacy.” (A: 3). The interviewees feel 
afraid that pharmacists will report them to the police and that they consequently will 
get deported. Again, this seems to stem from the ‘illegal mindset’ and a fear of having to 
show documents. 
‘Limited knowledge of rights’ has also been detected to form informal barriers for the 
interviewees to access healthcare. The fact that the interviewees did not possess enough 
knowledge of their rights prevented them from accessing healthcare. For instance, none 
of the interviewees knew that they had the right to emergency healthcare (A: 4; B: 3; C: 
3). In response to the question if they knew that they had right to emergency healthcare, 
interviewee B responded, “… I don’t know anything like that.” (B: 5). Similarly 
interviewee A stated, “I am not sure about my rights as a human and I don’t know what 
rights do people who live ‘black’ have.” (A: 4). He further added that he thinks people 
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who live without documents are criminals whom are wanted by the police. Here it is 
worth noting that they not only have limited knowledge of rights but that they also 
think they have no rights at all. This can be argued to be a strong psychological effect of 
label-framing on people within the population, because they form perceptions about 
themselves. This could prevent them from seeking information about their rights to 
access healthcare. This lack of information places them in a vulnerable position, both 
because they have a perception of a full exclusion from all parts of the society and also 
because this leads to forming overestimated barriers. Furthermore, they are vulnerable 
in the sense that if they have a case of emergency, they will not approach the hospital, 
which prevents them from accessing healthcare. 
 
The importance of networks 
When coding and analysing the interviews it became evident that one important aspect 
brought out by all three interviewees was difficult to catch with the existing analytical 
dimensions and indicators. The aspect was the extensive use the interviewees made of 
their social network. The network consists according to the interviewees of mainly 
other undocumented migrants in Denmark but also of Danes and documented non-
Danes (e.g. A: 1; B: 2; C: 4). Interviewee A and C indicate that they have both non-Danish 
and Danish people in their network. Interviewee B, on the other hand, seems to have 
only other undocumented men in his network, as he refers to his network as ‘the boys’ 
(B: 2). The networks of the three interviewees are used in two different ways important 
for this study. Firstly, the interviewees use the networks as a means to access 
information of where to receive healthcare. Interviewee A and B, for instance, both say 
that a friend told them about the Red Cross clinic where they went for treatment (A: 3; 
B: 1). However, the networks also provide misinformation that works to enhance the 
informal barriers to access to healthcare (e.g. A: 6). 
Secondly, the network is also used as a means to access healthcare. Interviewee C stated 
how a friend helped him when he got sick and he used the friend's health insurance card 
when seeing a doctor (C: 2). Furthermore, interviewee A claims that he in a case of 
emergency would not call 112 but instead call a friend (A: 4). 
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Based on the three interviews analysed, networks play an important role for the 
undocumented immigrants’ access to healthcare. Consequently, extending the 
theoretical and analytical framework in ways that can shed light to this side of the 
interviewees’ experiences of access. It is an important point for a further development 
of the framework. 
 
The section on state of nonexistence points out to mainly informal barriers that have 
been detected through applying four indicators - ‘dynamic status’, ‘sign of barriers’, 
‘uncertainty’ and ‘limited knowledge of rights’. This section has focused on detecting the 
cognitive and emotional issues that the interviewees have stated. The interviewees have 
entered a specific mindset - namely, ‘illegal mindset’ and this mindset has been 
characterised by the fear of getting caught that has resulted into forming overestimated 
perceptions about barriers. It has also been detected that they have ended up in a 
vulnerable position and have felt as criminals. These arguably have prevented them 
from accessing healthcare and thus have had negative consequences on their health 
condition. Furthermore, it has been detected that the interviewees have not had full 
information about their rights and at times they have been misinformed, which has also 
strengthened the uncertainty and the barriers to access healthcare. Lastly, the section 
highlighted the importance of networks that the interviewees rely on, which requires 
further research to comprehensively understand and analyse their importance. 
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Chapter 6 - Conclusions 
 
This project report has explored the question of how the label ‘illegal’ affects 
undocumented immigrants’ access to healthcare in Denmark. As shown above, being 
labelled ‘illegal’ affects the undocumented immigrants’ access to healthcare negatively. 
In Denmark, undocumented immigrants are not guaranteed full access to healthcare on 
equal footing with Danes (or people residing in Denmark with legal residence papers), 
but only have the legal right to emergency care. However, as has been shown in this 
project report, the undocumented immigrants, despite the legal right to emergency care, 
de facto do not have access to the emergency healthcare offered to them. As pointed out, 
this limitation of access is due to a number of informal and formal barriers, which are 
reinforced and enhanced by being labelled as ‘illegal’. The labelling of undocumented 
immigrants as ‘illegal’ consolidates the migrant in what here have been framed as a 
state and space of nonexistence.   
  
The overlaying paradox, which was explored in the literature review, was that the 
relationship between undocumented immigrants and the universal welfare state by 
definition is contradictory. The literature review explored how the three different types 
of welfare states provide social rights in different ways. To access social rights in a 
universal welfare state, like the Danish, citizenship (or at least a legal permit of 
residence) is required and the entitlement to social rights is thus based strictly on the 
legal status. The universal welfare state is, due to the universality of the provision of 
rights and benefits, constrained and vulnerable to huge influxes of immigrants. 
Consequently, the distinction between citizens and noncitizens is sharp, as has been 
explored in the literature review. Accordingly, undocumented immigrants in a universal 
welfare state are not entitled to the universal social rights, which places the 
undocumented migrant in a vulnerable position on the side of society.  
 
Chapter two of this project report looked into the scope of the issue of undocumented 
immigrants in Denmark. It was shown that the actual number of undocumented 
immigrants currently residing in Denmark is very difficult to determine due to the 
irregular and undocumented status of the migrants. However, the scope had been 
estimated to be between 1000-5000 people, yet this estimation is argued to be below 
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the actual number. Furthermore, the chapter explored how this group of immigrants in 
Denmark can be categorised into four different types of immigrants - namely, what 
Biswas et al. (2011) refer to as overstayers, rejected asylum seekers, illegally entered, 
and children of undocumented migrants. The three undocumented migrants 
interviewed for this project report all belonged to the second group, i.e. rejected asylum 
seekers that stayed despite their rejection of asylum.  
 
The chapter, moreover, outlined how the level of healthcare accessible to 
undocumented migrants vary between the EU member states. As shown, the member 
states can, according to Cuadra (2011), be categorised into three groups - namely, 
countries that provide access to less than minimum rights, minimum rights, and more 
than minimum rights to healthcare. Denmark belongs to the group of countries, which 
provide the undocumented immigrants with access to minimum rights to healthcare. 
Finally, the chapter explored how there among healthcare professionals exist 
uncertainty about how or if to treat undocumented migrants. Accordingly, from the 
perspective of the undocumented immigrants, this uncertainty enhances the informal 
barriers to healthcare.   
 
The dimension of space of nonexistence has first and foremost been applied to look for 
the formal barriers that undocumented migrants encounter. Furthermore, the 
consequence of undocumented migrants meeting formal barriers are also identified, yet 
not elaborated until further below. 
All the interviewees made it clear that the moment they were denied residence in 
Denmark, they changed their perception of themselves concerning their status in 
society. At that moment they entered what they call ‘living black’ and what here is called 
the space of nonexistence. It became apparent that once they had entered this space of 
nonexistence, they were excluded from society. Undocumented migrants cannot and 
will not seek assistance from public services, because they will be asked for documents. 
Even the sheer fear of being asked for documents is enough to deter them from seeking 
assistance. This fear is a fundamental aspect of what here has been termed the ‘illegal 
mindset’. This sort of exclusion is de facto limiting their rights, mobility, and as 
mentioned above, their access to services. Furthermore, this exclusion created a feeling 
of isolation and rejection for the undocumented migrants which in turn added 
35 
additional fear, stress, and vulnerability to their lives. The consequences of being 
physically present in a society in which you officially do not exist in, are clear; you are 
living in a space of nonexistence.  
 
In the analysis we identified formal barriers. One of the most evident barriers, and 
perhaps the most important one in our case study, was the barrier to non-emergency 
healthcare. All of the interviewees mentioned how, they did in fact suffer from illness 
during the time period they lived as undocumented, yet still did not seek medical 
attention. As discussed in chapter two, medical professionals will not ask for any form of 
documentation, as they will try to separate the legal status of a patient from the 
treatment. However, as also made evident in the analysis, undocumented migrants often 
lack the knowledge of such matters. This led us to how the state of nonexistence both 
ratifies formal barriers and can create informal barriers. 
 
A lot of the decision-making done by undocumented migrants living in the space of 
nonexistence is based on perceptions, feelings, thoughts, and speculations. These are 
created while being in the space of nonexistence, and by that influenced by fear, stress, 
and positioned in a vulnerable place. This was identified as the state of nonexistence. 
While being in this state, uncertainty appears to be a barrier for accessing healthcare. 
Whenever there is any amount of uncertainty involved in the decision-making process, 
it appears that an undocumented migrant will always deter from action. In the analysis 
of this project, an ‘illegal mindset’ was identified. It was evident that while being in the 
state of nonexistence, undocumented migrants possessed this specific mindset in which 
any person of authority was perceived as a person who will deport them. This created a 
vast informal barrier for accessing healthcare. Consequently, undocumented migrants 
will not only be deterred from primary care due to a lack of legal documents, but also be 
deterred from emergency care due to this perception created by the illegal mindset. 
This served as a good example of how living in the state of nonexistence created 
perceived barriers, which were just as excluding as the formal barriers. These perceived 
barriers were created due to the limited knowledge of rights, uncertainty, and 
irregularity which undocumented migrants were defined by. 
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In sum, this study found that despite the undocumented immigrants’ rights to 
emergency care, informal barriers to access, which are enhanced by being labelled as 
‘illegal’, restrict them from making use of this right. As was pointed out by Wahlberg et 
al. (2014) the life as an undocumented migrant has severe negative consequences for 
the health conditions of this group. Consequently, finding ways to enhance 
undocumented immigrants’ access to healthcare, in other words, removing the informal 
barriers partly created by the label ‘illegal’, must be found in order to bring this group of 
people into a position where they de facto can utilise their right to healthcare.   
 
This sets the stage for further research agendas. Further understanding of the informal 
barriers experienced by undocumented migrants is crucial for finding solutions to bring 
them to a less vulnerable position in society. As also found in the analysis of the 
interviews, the networks of the undocumented migrants seems to be of crucial 
importance here - both in limiting the barriers and  maintaining them, but also building 
up new ones. Research with the aim of understanding the social networks that the 
undocumented migrants are part of (consisting of both other undocumented 
immigrants, Danes and non-Danes) is of crucial importance to understand this.  
Furthermore, the project report opens up for further research on the topic of social 
rights and labelling beyond the access to healthcare. It has not been possible to 
generalise the findings of this study to conclude on social rights in general, due to the 
small interview sample as well as strong focus on access to healthcare in the interviews. 
Further research with a broader scope and focus on other social rights are needed in 
order to understand how labelling influences social rights in general. 
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